ALMOST 30 years ago, we began to utilize prolonged bed rest in the treatment of persistent cardiac dilatation and intractable congestive heart failure due to myocardial degeneration. This approach was chosen because of a recognition of the limited efficacy of available therapy. It Continuation for an indefinite period of maintenance dosages of digitalis preparations has become our standard policy. This decision is based on the resurgence of cardiomegaly, with or without congestive heart failure, following the discontinuation of digitalis in several patients who had previously shown apparently complete recovery. Similarly, because of occasional relapse after resumption of unlimited physical activity, malnutrition, and the use of alcohol, we counsel our patients to avoid situations, habits, and occupations that entail extreme or prolonged physical and emotional stress and metabolic damage.
Although clinical recurrence of heart disease with subsequent pregnancies is not invariable in patients with postpartal heart disease, it recurs with such frequency as to interdict future pregnancies. All of our patients are so advised.
Other factors of apparent etiologic significance in relapse include intercurrent pyelonephritis with associated hypertension and prolonged emotional stress with associated hypertension. In both instances prompt control of the blood pressure elevation, by appropriate antibiotic or antihypertensive therapy, or both, results in subsequent return of heart size to normal and disappearance of symptoms. The avoidance of arrhythmias, particularly as related to digitalis therapy and the prevention of shock and anoxia especially as accompanying surgical procedures, warrants careful attention. Both of these conditions have resulted in the relapse of patients.
The foregoing apply to the patient who has not experienced significant improvement as well as to the patient who has exhibited an Circulation, Volume XXXII, November 1965 excellent response to treatment. In the former group, however, the limitations and admonitions are of a greater degree. Moreover, frequent recourse to limited periods of absolute bed rest, intensive treatment, and hospitalization would be prompted by the complications cited above as well as by any episodes of deterioration, whatever the cause.
Program of Treatment Strict Bed Rest
It is our policy to place these patients at absolute bed rest; the patient uses a bedside commode and is permitted to feed himself, but he is allowed no other activity. Such a program requires considerable nursing assistance. Only after several months, and specifically after there is objective diminution in cardiac size, is the patient permitted even the lightest form of occupational therapy. Because of the rigors of such an approach, great reliance is placed on television, reading, social service, and the other ancillary services.
Climate Control
Because of the demonstrated increase in cardiac work and the obvious deleterious effects of a hot and humid environment,3-5 the patient's area is air conditioned. If for some reason this is not possible with a specific patient, an oxygen tent is freely used for its beneficial effects on temperature and humidity rather than for the oxygen therapy itself. No patient has had thromboembolic phenomena of recognizably peripheral origin after the institution of prolonged bed rest. In several patients whose course was prolonged and eventually terminal, the possibility of intractable heart failure due to recurrent pulmonary embolization arising from intracardiac mural thrombosis prompted the use of anticoagulants. In no instance was there apparent significant benefit although recent or old pulmonary emboli were noted at autopsy in several but not all of this small group.
In general, the management of these patients with idiopathic myocardial degeneration is essentially the conventional management of severe chronic congestive heart failure with meticulous attention to rest, both physical and mental. Prolonged bed rest, though expensive, can be obtained in these patients if they are approached correctly and perseverance is maintained.
Prognosis
Evaluation of the efficacy of prolonged bed rest is complicated by the inability of some patients to continue this regimen as long as recommended and by the death of some patients a week or two after entering t-he hospital and before rest has had an opportunity to Circulation, Volume XXXII, November 1965 854 SY-MPOSIUM: PRIMARY MYOCARDIAL DISEASE produce any benefit. To the present time approximately one half of all patients who have remained at bed rest for the prescribed period obtain a return of heart size to normal, one quarter have definite but incomplete resolution of cardiomegaly, and the remaining 25 per cent show no change in heart size. Practically every patient experiences marked symptomatic and clinical improvement although this is of a degree and duration in proportion to the decrease in heart size. Figure 2 portrays the time course of cumulative decrease in cardiac size beyond the predicted value, as experienced by the first 36 patients treated in our unit. The over-all prognosis of patients with idiopathic myocardial disease is largely determined by the duration and severity of illness at the time of initial observation, by the presence or absence of previous episodes of this nature, and by the patient's attention to proper continued therapy after he returns home. The patient's ability to cooperate with the physician is of primary import, particularly as related to willingness to remain hospitalized for prolonged periods, limitation of activity, adherence to diet and medication, and, when indicated, abstinence from alcohol and follow-up care at home.
It has been our experience that patients with postpartal heart disease of undetermined etiology have a poor prognosis if followed for a sufficiently long period of time. Our mortality rate has exceeded 50 per cent. Moreover, an additional portion of these women (approximately 25 per cent) are left with a chronically enlarged heart and little or no cardiac reserve. Fatal cases have lived on the average of about 2D years following onset of symptoms. The nonfatal cases still under observation have lived approximately twice as long. A fair portion of these, however, give evidence of increasing disability and likely termination in the not too distant future. Thus, although the data are still incomplete, it would appear that possibly three fourths of the patients with postpartal heart disease will eventually succumb to the disease.
In the case of idiopathic myocardial disease unrelated to the puerperal period, the prognosis is much better. As a rule in those patients with an alcoholic background, the degree and rapidity of response to therapy are excellent. Relapse is common, however, and invariably is associated with resumption of former drinking habits and poor eating. Subsequent episodes are less notable for their response to therapy. 
